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'[ ]‘N I C ARE PERSONAL HEALTH STATEMENT
. OF DEPENDENT
| Section 1 - To Be Completed by Policyholder
POLICY ./ PFLAN NO, BILLING GROUP MG BRLLING SUBSROUP | LINIT NO CLASS
POLICYHOLDER [EMPLOYER) CEAT WO DATE EMPLOYED
MAME OF EMPLOYEE - DATE OF BIFTH _SEX [Om [IF
EMPLOYEE'S HOME ADDRESS 3 g LATE APPLICANT, [JvES [ING

Section I - To Be Completed by Employee (The following siaternents by the employee relate to the dependent)

NAME OF DEPENDENT RELATIONSHIP
IF ANY PART 1S ANSWERED “YES" GIVE PARTICULARS AND DATES

1. DOES THE DEPENDENT HAVE ANV DISEASE OR AILMENT AT THE PRESENT TIMET

.2. F THE ANSWER TO QUESTION NO. 113 YES, DOES THE DEPENDENT CONTEMPLATE
OR HAS A& PHYSICIAN RECOMMENDED AN OPERATION OR NAY MEDICAL TREATMENT

3. DURING THE PAST FIVE YEARS HAS THE DEPENDENT
A HAD ANY DISEASE OF THE KIDNEYS?

B. BEEM ADVISED THAT HE OR SHE HAS DIABETEST ;
wm.mmmwm

C. HAD ANY DESEASE OF THE HEART?

(IF YES, PROVIDE TWO READINGS AND MEDICATIONS).
;ﬁ_y«mwmmmu@v
F. BEEN DIAGNOSED OR TREATED BY AMEMBER OF THE MEDICAL PROFESSION
FOR ACOUIRED IMMUNE DEFICIENGY SYNDROME (AIDS) OR AN AIDE RELATED

e L e e e LR R LR S R

" G HAD ANY DISEASE OF THE LUNGS?
H. HAD ANY DISEASE OF THE NELIROLOGICAL SYSTEM?
" L HADANY DISEASE OF THE GENITAL OF URINARY TRACT?
J. HAD ANY DISEASE OF THE MUSCULO-SKELETAL SYSTEM?
" K. HAD ADVICE. ATTENDANCE OR TREATMENT BY A PHYSICIAN, PRACTITIONER OR
" ANGTHER PERSON? (GIVE DATES AND REASON)

L HAD TREATMENT OR OBSEFVATION IN A GLINIC, HOSPMTAL OR RESIDENTIAL

4. A HAB THE DEPENDENT EVER APPLIED FOR LIFE, HEALTH. OR ACCIDENT
COVERAGE AND BEEN DECLINED, POSTPONED OR RESTRICTED,
OR HAS A POLICY BEEN ISSUED AND AFTEFWARDS CANCELLED?

-9 mwmmmmmm COMPENSATION |

§. WHEN AND FOR WHAT DID THE DEPENDENT LAST CONSULT A PHYSICIAN? GIVE DATE, NAME AND ADDRESS OF PHYSICIAN DR PRACTITIONER, AND NATURE OF INJURY OF LLNESS.

;ﬂmm_!ﬂ!_“m_m 7. 12 DEPENDENT PRECNANTT [J¥ER [INO oy
——— s pv— v - il R e T e —
B. APPROVAL REQUESTED

[OuEDICAL  [JDEPENDENT LIFE §

DoRuas [ExEC. SUPP. [IVISION  [JOTHER (speciy}

TO THE BEST OF MY KNOWLEDGE AND BELIEF. THE FOREGDING STATEMENTS AND ANSWERS, EACH OF WHIGH | HAWE MADE AND READ, ARE COMPLETE AND TRUE, AND ARE
CORRECTLY AND FULLY RECORDED, | UNDERSTAND THAT ANY MISREPRESENTATION CONTAINED HEREIN RELIED ON BY THE QOMPANY MAY BE LISED TO REDUCE OR DENY A CLAIM
OR VOID THE CONTRACT WITHIN THE CONTESTABLE PERIOD IF SLUCH MISREPRESENTATION MATERIALLY AFFECTS THE ACCEPTANCE DF THE RISK. | HEREBY DECLARE THAT A
DUPLICATE COPY OF THIS INSTRUMENT COMTAINING THE ABOVE STATEMENTS DR ANSWERS TOGETHER WITH ANY EXPLANATIONS THERE TO HAS BEEN FURNISHED TO ME BY THE
INSURANCE COMPANY,

WITHESS P SIGNATURE OF EMPLOYEE P LR L e
PLEASE READ AND SIGN THE REVERSE SIDE OF THIS FORM

Kection I - For UNICARE Use

Decisinnr [} Approved 3 Dayi Plan Date of Approval B Favigawisd by el WeglonsiSewiceCaner .
[ Oecined [] Date Eligible Plan
¥ Declined, Reason:
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